Since then more of these cases have been seen, and my own series consists of eight cases, five women and three men, the ages varying from 19 to 35.
The following case is one of those described in our original article, and I have been able to follow it up to the present time. The patient is the only one in my series who had a bilateral affection of the eyes, but in other respects is quite typical.
Miss E. S., 20. First seen July 9, 1926 . Sudden onset of blurring of distant and near vision. Left pupil semi-dilated, sluggish reaction to light and convergence; vision full, normal for distance, with correction in each eye, but left accommodation much below normal.
One month later the right pupil began to dilate, and within a few days the power of accommodation was lost in this eye, and she was ordered + 20 sph., added to her distance correction for each eye. January, 1927.-M ore difficulty with reading, which I found was due to a return of some accommodative power in the left eye. The reading lens was modified to meet this change. The pupils were both dilated and quite inactive to light, but with sluggish reaction in convergence.
April, 1927.-The right eye recovered its power of accommodation and lenses were again altered; pupil reaction as before, but slight inequality in size was noted. January, 1928.-Pupils as before, both reacting slightly in convergence, and not at all to light. Accommodation full normal in each eye. January, 1930.-No 'change and no general symptoms since Dr. Symonds examined her in 1926, and found a slight inequality in the knee-jerks, which was constant.
The Wassermann reaction was negative in blood and cerebrospinal fluid. Vision was always full, and the fundi and visual fields were normal. Mr. Foster Moore reported a series of cases of what he described as " non-luetic Argyll-Robertson pupils" in the Transactions of the Ophthalmological Society, 1924, xliv, 38 . His cases differ in several aspects from those we are describing. In nearly all his cases the condition was discovered during a routine examination, the patient being unaware of the abnormality. In the others the condition had been noted from infancy. There was no affection of the accommodation, except in one case in which it was sluggish. The Wassermann reaction was negative, and no signs were found in the central nervous system. Mr. Foster Moore came to the conclusion that the condition was probably congenital.
In my series of cases three came for examination because it had been noticed that one pupil was larger than the other. In all these cases the accommodation of the affected eye became partially paralysed whilst they were under observation. In two the first complaint was of difficulty in focusing, and accommodation was MAY-NEUR. 1 found to be defective on one side, and associated with it there was a dilated pupil inactive to light.
In the other three cases the condition was discovered during a routine examination, and a previous history of its sudden onset was obtained. These three remembered that they had been taken to their family doctor because of inequality of pupils. It is possible that in these cases the accommodation has never become affected, and so there was no functional disability; no further notice was taken of the condition.
In all my cases the accommodation eventually recovered completely, but the pupil or pupils have remained dilated and inactive to light even after some years.
(II) Dr. C. P. Symonds. I examined three of the four cases described by Mr. Morgan and myself in 1927 l and in each instance found some defect in the tendon reflexes.
For instance, in Case II (Miss H., aged 38), besides a dilated and fixed right pupil there were found a diminished left knee-jerk and absent left ankle-jerk. None of the symptoms or other physical signs of tabes could be elicited and the Wassermann reaction in the blood was negative.
Since the publication of that paper I have encountered five clear examples of the same clinical picture in each of which the spinal fluid has been examined as well as the blood. One of these patients was referred to me by Mr. Morgan at Guy's Hospital; another was admitted to the National Hospital, Queen Square, under the care of Dr. Kinnier Wilson, who has kindly allowed me to refer to the notes; the remaining three were seen in private practice. I have notes, in addition, of four other cases which I believe should be included in the group under discussion in which the evidence is less conclusive.
As a typical case the following may be related:-(I) Andrew F., aged 38, clerk. Noted eighteen months before he came under my observation that vision in his right eye was blurred. Looking into a mirror he noticed that the right pupil was larger than the left.
On examination, the right pupil was seen to be dilated and fixed; the left triceps jerk was unobtainable; both knee-jerks were feebly obtained on reinforcement; the ankle-jerks were absent. No history of lightning pains or paresthesie was obtainable and neurological examination was completely negative, apart from the points mentioned. The Wassermann reaction was negative in blood and spinal fluid and the spinal fluid was normal in every respect.
(II) Miss J. W., aged 38. June, 1930.-When playing tennis could not see the ball properly. December, 1930 Reflexes.-Triceps, biceps and supinator absent; knee-jerks ± with reinforcement;
ankle-jerks absent.
Wassermann reaction negative in blood and cerebrospinal fluid.
Cerebrospinal fluid normal.
A case in which the evidence is less conclusive is the following:
William E., aged 22. In January, 1928, noticed that his vision was blurred and sought advice at the Tonbridge Eye Hospital. He was subsequently admitted to the Tonbridge General Hospital, where blood and spinal fluid were examined with, on his own statement, negative findings. Later he was admitted to St. George's Hospital, from which, by the courtesy of the Medical Registrar, I have had the report that the Wassermann reaction was negative in blood and cerebro-spinal fluid and that the diagnosis made was congenital tabes.
On examination in January, 1929, he showed medium-sized pupils, the right larger than the left, uneven in outline and fixed. The left knee-jerk was diminished and the left ankle-jerk absent.
Apart from the absence of any symptoms or signs, other than those mentioned, in favour of tabes, the initial history of blurred vision suggests to my mind that the case belongs to the group under discussion. I submit that the neurological picture presented by these cases is clinically distinguishable from that of tabes, although I have not yet been prepared to exclude the latter diagnosis without having the blood and spinal fluid examined. When negative Wassermann reactions can be added to the clinical findings we have warrant for the diagnosis of a benign illness whose pathology remains obscure but is not syphilitic. In our paper of 1927 evidence was adduced in favour of supposing these cases to represent a 'forme fruste" of encephalitis lethargica. In one of the cases there reported, symptoms and signs exactly similar to those we have described to-night were followed, after an interval of a few weeks, by an undoubted attack of encephalitis lethargica. This however was in May 1924 when encephalitis lethargica was extremely prevalent, and it is possible that the association may have been a coincidence. The absence of any post-encephalitic sequeltn of the usual type in all the other cases which I have seen, is an argument against admitting this pathology.
The Grasp-reflex of the Foot. By W. RUSSELL BRAIN, D.M., and R. DESMOND CURRAN, M.B.
Dr. RUSSELL BRAIN said
It is only during recent years that the phenomenon known as the grasp-reflex of the hand has become familiar, and there is still much to be learned about both its physiological and its clinical significance. My present purpose is to draw attention to what I believe to be an allied reaction in the foot, in the investigation of which I have had the co-operation of my former colleague Dr. Desmond Curran, who is at present in America and so cannot take part in presenting this paper.
